Metastasis of one cancer to another cancer is rare. This report describes three cases in which low grade non-Hodgkin lymphomas were incidentally detected during the examination of lymph nodes removed as part of treatment of a previously diagnosed malignancy.
T he occurrence of multiple, primary tumours in the same individual is well recognised. 1 2 However, the simultaneous occurrence of two malignancies involving one organ/site is rare. 3 The second malignancy may present as an unexpected finding during the investigation of the previous malignancy. We report three cases where lymph node metastasis of a previously diagnosed carcinoma was seen together with an unexpected lymphoproliferative disorder.
CASE REPORTS
Case 1 A wide local excision and axillary node clearance was carried out on a 75 year old woman for established carcinoma of the left breast. Histology revealed the presence of metastatic carcinoma in three nodes. In addition, the nodes revealed a neoplastic proliferation of small lymphocytes expressing a B cell phenotype. Immunophenotyping results of peripheral blood mononuclear cells were typical of B cell chronic lymphocytic leukaemia (CLL). She received local radiotherapy for the breast cancer but no treatment was given for the CLL. At six months follow up, there was no evidence of progression of the CLL.
Case 2
Left neck dissection was performed on an 82 year old man as part of the treatment for previously diagnosed Merkel cell carcinoma of the nasal skin. Seven nodes revealed metastatic deposits confirmed with positive immunostaining for Cam 5.2 and chromogranin (fig 1) . The background nodal architecture was effaced by a diffuse infiltrate of small lymphoid cells expressing a B cell phenotype. Surface marker analysis results were typical of a B cell CLL. No treatment was given for the CLL. Local recurrence of the Merkel cell carcinoma was seen at 12 months follow up but there was no evidence of progression of the CLL.
Case 3
An 83 year old man underwent right side neck dissection for a previously diagnosed squamous cell carcinoma of the right pinna. Metastatic carcinoma was seen in 18 nodes ( fig 2) . In addition, the nodes revealed an unexpected B cell small lymphocytic lymphoma (SLL). Bone marrow trephine revealed a small interstitial infiltrate of the non-Hodgkin lymphoma (NHL). There was no systemic disease and the patient did not receive treatment for the NHL.
The patient died of metastatic squamous cell carcinoma eight months after the first diagnosis.
DISCUSSION
Synchronous tumours (diagnosed within a six month period) are rare. 4 In our three patients, the presenting/symptomatic malignancy was a breast carcinoma, Merkel cell carcinoma, and cutaneous squamous carcinoma, respectively. An unexpected low grade lymphoproliferative disorder in the form of CLL/ SLL was detected during histopathological examination of the resected lymph nodes. Because none of our patients had received previous chemotherapy or radiotherapy, it was likely that the CLL/SLL was a true synchronous neoplasm, unrelated to treatment of the carcinoma.
The association of CLL/SLL with another primary malignancy has been noted by several authors. 4 5 Impairment of the immune system caused by CLL could be a predisposing factor. Various factors have been suggested to contribute to the occurrence of multiple synchronous neoplasms (not related to treatment). These include genetic susceptibility, advanced age of the patients, depressed cellular immunity (immunosuppression produced by the first tumour), and exposure to a common inducing agent. 4 6 Metastasis of one malignancy to tissue involved by another malignancy is uncommon. Cancers of the breast and skin are among those reported to metastasise to nodes involved by lymphoma. [6] [7] [8] Cutaneous tumours associated with lymphoproliferative disorders have been documented in the literature. 4 9 Recently, Merkel cell carcinoma has been described in patients with CLL. 10 11 However, to the best of our knowledge, a case such as ours, in which Merkel cell carcinoma metastasised to a lymphomatous lymph node, has not been reported in the literature. This is especially important because, as a result of apparent morphological similarity, the presence of a coexistent lymphoma may be overlooked.
''Our cases highlight that lymph node enlargement in patients with a known primary malignancy does not always indicate metastasis''
Growth and survival of a tumour in any new organ is dependant on the microenvironmental influences at that site, including the interaction of growth factors, effects of extracellular matrix, adhesion molecules, etc. Metastasis of carcinoma to lymphomatous lymph nodes is rare. Obliteration of lymphatic sinuses by the neoplastic lymphoid population has been cited as a possible factor. 6 Alternatively, lymphoma cells may produce substances locally antagonistic to the second malignancy. However, our cases illustrate that the mechanism is complex because occasionally carcinoma does metastasise to lymphomatous nodes. It is likely that, in these cases, the lymphatic channels are at least partially patent and the carcinoma cells overcome resistance offered by the pre-existing lymphoma cells through a complex interaction between chemokines. Our cases highlight that lymph node enlargement in patients with a known primary malignancy does not always indicate metastasis. Apart from documenting the coexistence of a Merkel cell carcinoma and lymphoma in the same lymph node, the other principal purpose of our article is to alert clinicians and pathologists to the possibility of the coexistence of dual malignancies to prevent inaccurate staging of the first malignancy and delay in diagnosis of the second malignancy. This may have therapeutic implications depending on the nature of the second malignancy. The natural history of CLL is variable, and it may run a benign course. Hence, especially in old patients, as in our cases, adjuvant treatment for the other malignancy need not be withheld. 
